Objectives -To identify issues that patients and professionals consider important in diabetes care and differences in their priorities for care and to determine patients' and professionals'
Introduction
Patients, professionals, and politicians are all concerned about quality of care. The 1989 white paper Working for Patients outlined the government's intention of making health services responsive to consumer demand.'
This intention is reflected in the patient's charter, which emphasises that the NHS belongs to the public and that patients will be involved in assessing care.2 In the context of diabetes, patients' concern over quality of care is reflected in publications such as the British Diabetic Association's leaflet What Diabetic Care to Expect, which details the standard of care that a patient should expect from their medical carers. 3 Many think that patients are better placed than providers to judge such measures as quality of responsiveness, accessibility of care, the environment in which care is provided, and the attitudes of providers to their patients. 4 5 Despite well documented theoretical problems"9 measures of patient satisfaction are increasingly being used as indicators of quality of care.
Diabetes mellitus is a chronic condition, requiring lifelong management and care from multidisciplinary professional teams. The aim of this study was to examine the issues that patients, carers, and a range of professionals felt were important in providing diabetes care and to explore any differences in priorities of care either within or between these different groups. Nominal Group Technique was chosen as it is a versatile structured group interview process that yields data on the types of differences of opinion that exist between participants and on their underlying logic and relative importance."' The method allows qualitative differences to be quantified and their meaning to be determined from a single data set.
Subjects and methods

COMPOSITION OF NOMINAL GROUPS
The groups were chosen to reflect the full range of professionals and non-professionals involved in the care process. Table I shows the membership of each group.
Health care professional groups -Two professional nominal groups were assembled: "experts" and "non-experts." The experts (5) Discussing results of the "top 10" most important issues (6) Voting again and "scoring" of issues 
Results
Analyses were carried out on the full lists of ideas generated in response to the question, the first and second round votes for the "top 10" in each group, and the taped discussion sections.
THEMES OF CARE
All of the items generated in response to the question "What things are important in making people satisfied with diabetes care?" were classified into categories of themes, which were themselves generated inductively from the items, to show the range of issues that were considered important. Table 2 lists the themes and examples of the items they contain. There was some potential overlap between categories, specifically between information and autonomy. The statement "Enough understanding of diabetes to live as free a life as possible" was categorised as autonomy, as that was the underlying idea. Table 3 summarises the themes raised by the group members. There were differences between the patient groups in terms of the complexity of the categories and, by implication, their importance. For example, the insulin dependent patient group generated five items concerning autonomy in care (including promoting relative autonomy in care, being given choice in care, and being treated as an individual with specific needs and wishes) whereas the non-insulin dependent patient group generated only one. The following seven themes emerged out of the items. Access to care -The professional groups considered convenience of the site of care and timing of appointments, short waiting times, and emergency and repeat prescriptions as important issues. Patients shared these concerns and also raised the issue of being seen when they wanted information or general help.
Patient autonomy -All patient groups wanted to be seen as "people" rather than "diabetic patients". Both insulin dependent diabetic patients and carers made links between autonomy, knowledge, and information. Both wanted to increase their freedom through holding information, and the patients Expert professionals group -Large variations were found in the votes during the first round in the ranks given to items 2 ("advice easy/ practical to implement"), 7 ("easy access of advice"), and 3 ("listening/caring professional"). After the second round of scoring and weighting the scores were subdivided into those for "clinicians" (general practitioner, forecasting the effects of policy change,'8 '9 and problem solving or decision making. 20 The technique has been recommended as a tool for exploratory research into health problems. However, the simple scoring methods suggested in the original work'0 may hide or exaggerate variations in the perceived importance of the items. Care must be taken when using the method with groups whose priorities differ, if a "false consensus" result is to be avoided. If standardised weightings are calculated the scale of the disagreements within and across groups becomes clear.
The non-expert professionals voted with a large degree of agreement. These items do not seem to be "disease specific" but rather cover aspects of the balance of power between professionals and patients, and the nature of their relationship. The emphasis on patientprofessional communication and continuity of relationship by the professional groups could be a reflection of the role of "expert" that these professionals occupy: they are concerned to treat patients as human, yet occupy positions of status. They apply their specialist knowledge while being as considerate as possible towards their patients. They did attempt to treat patients as individuals but saw this as an issue of communication rather than one of patient empowerment.
There were disagreements on priorities within the patient groups. There is evidence that the patients weighted the items on the basis of their beliefs about the importance of autonomy in health care and their particular concerns at different stages of their "career" of illness. The first was highlighted by those differences found in the insulin dependent patient group. It hints at a situation in which some patients require professionals to "look after them" and others want to be enabled to "look after themselves". The second is evident from the discussions of the items, in which patients tied their concerns to specific incidents, typically onset of disease, change of treatment, and suspected complications. An example of the way in which one patient emphasised information will make this clear. "...you see when I went into hospital he never told me nothing (sic). All he said was, 'Oh yes, you're X's patient. You If measures of satisfaction are to be developed they must be sensitive to the contexts and concerns of patients, particularly those with chronic illness. Although "information" was rated most highly by non-insulin dependent diabetic patients, its importance was highlighted with reference to episodes of care at specific points in the development of the disease. Priorities are not static -rather they are dynamically related to the experience of patients as they come to terms with, and live with, their disease. Policy change requires identification of which patients are dissatisfied and why, rather than ascertaining simple distributions of satisfaction. The focus is on the individual needs of different patients. A blanket response to calls for "more information" would not necessarily address the specific questions that gave rise to the concern; more advice on diet does not help patients to understand why they will have to start to inject insulin even though they perceive their control of blood glucose concentration to be good with tablets and regulation of their diet. Patients' evaluations of care will become increasingly positive as services become more responsive. In order to respond professionals need to know the processes that give rise to concerns that may not be addressed by a routine review. Our results clearly show the dynamic nature of patients' priorities for care and emphasise the need for health care to be responsive to the constantly shifting needs of different individual patients. There is scope for further investigation of the nature of these shifting priorities in diabetic patients. Our conclusions are currently being developed in unstructured individual interviews with patients to explore how expressed concerns relate to patient contexts. They will also be used in developing a questionnaire for a random sample of patients in South Tyneside. On this basis we hope to construct a valid and reliable tool for the audit of patient satisfaction with diabetes care.
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